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Introduction
Pregnancy is a normal, natural and healthy phenom-
enon in a woman’s life. Both the pregnant woman and her 
family are responsible for her physical and emotional con-
dition [1, 2, 3, 4]. The routine prenatal care may include a 
series of interventions designed to ensure an optimal fetal 
development. Pregnant women are provided with screen-
ing, prophylaxis and counseling. The medical care provided 
to the pregnant woman and her fetus throughout pregnancy 
is essential to prevent the early occurrence of any circum-
stances that might affect pregnancy outcomes so that they 
can be treated and monitored. 
A mandatory standard for antenatal care is the Peri-
natal Medical Card (Form 113 / e), approved by Order of 
the Ministry of Health of the Republic of Moldova No 828, 
dated of 2011 October 31, that refers to “the approval of 
the Primary Medical Record Forms” [3, 4, 5]. The perina-
tal medical card is an evidence-based record book that is 
provided free of charge in the first prenatal visit [2, 3, 4]. 
The perinatal medical card is fulfilled by the family doc-
tor or an obstetrician-gynecologist. The pregnant woman 
keeps the perinatal medical card that will be completed at 
each medical check-up throughout the entire gestational 
period [5, 6, 7, 8].  Therefore, the proper assessment of the 
fetal intrauterine growth is crucial for antenatal care. Fun-
dal height measurement (FHM) has a medium diagnostic 
value in specifying fetuses of a small gestational age (SGA). 
The steady recording of FHM on the gravidogram increases 
the sensitivity and specificity of the method [5, 6, 9]. Ul-
trasound biometry is indicated in case of a suspected intra-
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Abstract
Background: Failure to provide antenatal information for pregnant women as well as to complete the perinatal medical records at each visit may have 
negative effects on the child development.
Material and methods: A retrospective documentary review study was carried out, which included 100 women of fertile age. The questionnaire included 
80 questions within the following rubrics: personal information about the patient, obstetrical-gynecological medical history, and perinatal medical card.
Results: The patients were divided into the following age groups <20 years – 10 patients (10.0%), 20-30 years – 67 patients (67.0%), 31-40 years – 21 
patients (21.0%) and > – 2 patients (2.0%). The recommended weight gain range is ≤12 kg, whereas 59 patients (59%) reported the highest weight gain 
≥ 20 kg and others showed a mean range of 12-20 kg. The assessment of parity’s effects on fetal weight proved that multiparous women give birth to 
heavyweight newborns. Women in their second pregnancies make up 62%. Vaginal and cesarean births were registered in 88% and 12% of cases, respectively. 
Spontaneous abortions were reported in 20%, abortions on demand – 21%, and premature births in 5% of cases. The perinatal medical records were fully 
completed in 49.0% and partially – in 51.0% of cases.
Conclusions: The amount of perinatal medical card fulfillment has reached the lowest level, including the ”gravidogram” that refers to the fetal growth charts.
Key words: gravidogram, fetal biometrics, perinatal medical card.
uterine growth restriction (IUGR), based on both FHM and 
gravidogram. Thus, the ultrasound parameters for diagnosis 
of IUGR are as follows: bi-parietal diameter (BPD), cranial 
circumference (CC), abdominal circumference (AC), and 
femoral length (LF). AC is the most advanced parameter in 
detecting IUGR of the fetus with a sensitivity of 61% and 
a specificity of 95%. FL is a prognostic indicator in severe 
cases of intrauterine growth restriction of vascular origin [5, 
6, 7]. Each pregnant woman will undergo three ultrasound 
scans: at 12-14 weeks, 18-22 weeks, and 30-32 weeks [8]. 
Due to these examinations, the necessary ultrasound pa-
rameters for fetal development can be assessed within the 
given gestational term [5, 6, 7, 8]. A dynamic image ultra-
sonography of the fetal biometric parameters will be carried 
out additionally, in case if deviation from normal physical 
growth is recorded throughout the pregnancy and during 
the mandatory visits [10, 11]. This may precisely determine 
failure of a fetus to reach its pre-determined growth poten-
tial due to insufficient kinetics of intrauterine growth or ab-
normality resulting from the maternal-fetal disorders [12].
Preconception care is of great importance since it deter-
mines both the pregnancy outcomes and the health of the 
future child [10, 11]. It has been recognized that constant 
monitoring of physiological changes during pregnancy 
helps to prevent complications by early detection and emer-
gency treatment, which are essential for maintenance of the 
pregnancy as a normal physiological process [13].
The purpose of this study is to assess fetal growth by 
using standardized fetal growth charts related to the gesta-
tional age, as well as the study results via FHM and fetal 
biometric parameters from ultrasound data.
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Material and methods
A retrospective documentary study was designed and 
conducted on 100 women of childbearing age who were re-
cruited from the patients in the postpartum period (2-12 
days after birth) and admitted within the Department of 
Obstetrics No 1 and No 2 in the Municipal Clinical Hos-
pital No 1, from March to July 2018. The questionnaire was 
impersonal and did not include any rubrics of personal in-
formation.
The questionnaire included 80 questions and was struc-
tured according to the following rubrics: patient personal 
data, obstetrical-gynecological anamnesis, perinatal medi-
cal cards. Simultaneously, 12 patients with ultrasound re-
sults were interviewed, of which only 5 patients presented 
the fetal biometric parameters assessed during the three 
antenatal mandatory visits: (BPD, CC, AC, FL) and the esti-
mated fetal weight (EFW) at birth. 
Primary data have been processed via Excel (from Mi-
crosoft Office 2010).
Results and discussion
According to their age, patients were divided into the 
following age groups: <20 years – 10 patients (10.0%), 20-
30 years – 67 patients (67.0%), 31-40 years – 21 patients 
(21.0%) and > 40 years – 2 patients (2.0%), (fig. 1).
Fig. 1.  Distribution of patients into age groups (%).
The distribution of interviewees according to the place 
of residence is as follows: 76 patients (76.0%) came from ur-
ban areas and 24 patients (24.0%) – from rural areas.
Twenty patients (20.0%) were reported to have a previ-
ous early miscarriage in anamnesis, 4 patients (4.0%) – late 
spontaneous abortion, and 5 cases (5.0%) resulted in pre-
mature death. Previous abortions on demand were also 
considered within the study. It should be noted that 21.0% 
of patients presented a history of abortions on demand 
(fig. 2).
The present study reported a weight gain within the 
recommended range (≤12 kg) in 14 patients (14.0%), an 
increased weight gain between 12 -20 kg was found in 27 
patients (27.0%) and an overweight ≥ 20 kg – in 59 patients 
(59.0%), (fig. 3).
Fig. 2.  The most common obstetrical  
complications in patients (%).
Fig. 3.  The weight gain of the patients included in the study 
during the current pregnancy (%).
Most of the clinical studies that assessed the impact 
of parity on fetal weight have concluded that multiparous 
women give birth to heavier weight fetuses. Based on the 
research, we determined that 34 women were at their first 
birth (34.0%), 62 women were in their secondary pregnancy 
(62.0%), and the lowest rate was registered in multiparous 
women – 4 cases (4.0%), (fig. 4).
Fig. 4.  Influence of parity on fetal weight (%).
According to the study, 88 cases resulted in natural birth 
and 12 women (12.0%) underwent caesarean section. As-
sessment of pregnancy term deliveries showed 89 (89.0%) 
full-term pregnancies, 6 cases (6.0%) resulted in premature 
childbirth and 5 cases (5.0% ) reported birth at the gesta-
tional age of 41-42 weeks (fig. 5).
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Fig. 5.  The delivery term and types of childbirth (%).
The increase of the gestational age may increase both the 
mass index (MI) and the birth weight [14].  Studies of the 
fetal birth weight showed the highest rate in 84 (84.0%) new-
borns with the weight ranging from 2800 g – 3999 g, whereas 
9 cases (9.0%) reported a fetal weight greater than 4000 g and 
7 cases (7.0%) had less than 2800g at birth (fig. 6).
Fig. 6.  Fetal birth weight (%). 
The perinatal medical card is a mechanism for recording 
information related to antenatal follow-up and deliveries 
[15]. According to the amount of the perinatal medical card 
fulfillment, we found that 49.0% were satisfactorily fulfilled 
and 51.0% of them were partially or unsatisfactorily filled 
(tab. 1).
Table 1
The fulfillment of the gravidogram based on the 
perinatal medical cards used in the study
Gravidogram
Fulfillment of the gravidogram based on 




The Ministry of Health recommends to carry out 6 ante-
natal care visits during pregnancy, of which 2 are standard 
visits to the obstetrician-gynecologist. It should be noted 
that WHO recommends at least 4 antenatal care visits for a 
normal pregnancy [2, 3, 15].
Table 2 shows the number of visits during pregnancy. It 
has been determined that most patients – 62 cases (62.0%) 
reported to have 6 antenatal visits, 26 patients (26.0%) – 5 
visits, 10 patients (10.0%) – 4 visits and 2 patients (2.0%) – 3 
visits (tab. 2).
Table 2
Number of antenatal care visits




2 visits - -
3 visits 2 2.0%
4 visits 10 10.0%
5 visits 26 26.0%
6 visits 62 62.0%
Proper assessment of the fetal intrauterine growth is the 
key task of the antenatal care [16, 17]. UFH measurement has 
a diagnostic value in predicting the fetal weight. It is essential 
to determine the gestational age and identify the abnormal 
growth rates in pregnant women since these may lead to a re-
duced infant mortality rate. The gestational age is assessed by 
using clinical criteria such as uterus size measurement, data 
regarding the last menstrual period, or ultrasound criteria. 
The last menstrual period data exhibits a rather high degree 
of errors since some pregnant women do not remember ex-
actly the time of the last menstrual period or it did not last 
for 28 days in all cases. UFH shows a low net value since it 
can erroneously influence the height of the pregnant woman, 
some abdominal tumors or uterine fibromas [9]. Therefore, 
the ultrasound indices are still the most relevant ones [13, 16, 
17].  The estimated fetal weight in relation to pregnancy term 
and actual birth weight was difficult to assess due to the lack 
/ incomplete recording of all ultrasound data (BPD, CC, AC, 
FL) in the perinatal medical book.
The estimated fetal weight in relation to the clinical pa-
rameters of UFH  and the abdominal circumference (AC) 
during 36-38 weeks of gestation according to the Iakubov 
formula: (UFH + AC) / 4 * 100 has also been considered.
This calculation formula has shown higher veracity than 
other formulas within a national study [9]. 
The estimated intrauterine weight of the fetus was as-
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sessed only in 5 cases, which included the ultrasound pa-
rameters evaluated at mandatory antenatal visits and re-
corded in the medical record cards of these patients. Thus, 
the intrauterine growth charts were carried out individually 
for each case, whilst fetal growth assessment was related to 
10-90 percentiles. In three cases out of five, the intrauterine 
weight was found within the 10-90th percentile in relation 
to the newborn’s weight. The ultrasound is considered the 
method of choice in the diagnosis of fetal IUGR, having a 
specificity of 80-90%. However, ultrasonography also moni-
tors the intrauterine growth process and allows the assess-
ment of a growth abnormality and its degree of severity. 
Fetal IUGR is characterized by decreased parameters that 
define the process of intrauterine development of the fetus 
(the weight, waist, skull circumference, abdominal, thorac-
ic, subcutaneous tissue and muscular mass). The estimated 
ultrasound parameters which provide the diagnosis IUGR 
of the fetus are as following: BPD CC, AC, and FL.  Refer-
ring to fetal IUGR, the optimal assessment of the individual 
intrauterine growth rate is being considered, as well as both 
the mean fetal weight (MFW) at birth and the maternal 
factor. Therefore, two successive ultrasound examinations 
within about 14 days apart should be performed for the 
purpose of a reliable assessment of fetal growth dynamics 
[13, 16, 17]. 
The ultrasonic fetal cephalometry that is consecutively 
performed by assessing BPD (sensitivity – 89% and positive 
prognosis – 68%) and CC (sensitivity – 63% and positive 
prognosis-75%) is useful not only for detecting the risk of 
developing IUGR in fetuses in relation to individual intra-
uterine growth potential, but it also helps to differentiate 
between  the symmetrical forms of the disease and asym-
metrical ones (the method is sensitive in 94% of cases of 
symmetrical forms and 42% for the asymmetrical ones). 
Thus, the assessment was not properly performed due to the 
lack of ultrasound data, which should have been included 
within the specific rubric of the perinatal medical card.
Conclusions
1. The present study proved that the perinatal medical 
cards were satisfactorily completed in 49.0% of cases, and 
partially or unsatisfactorily fulfilled in 51.0% of cases.
2. Based on the study, we found that the pregnancy was 
completed at 37-40 weeks of gestation in 89 cases (89.0%), 
whereas the fetal weight ranged from 2800 g – 3999g in 84 
cases (84.0%), greater than 4000 g in 9 cases (9.0%) and less 
than 2800 g in 7 cases (7.0%).
3. The gravidogram was satisfactorily fulfilled in 85.0% 
of cases within the current study.
4. It has been determined that the accuracy of the fetal 
weight  according to the Iakubov formula made up 49.93%, 
thus allowing to identify indices under the 10th percentile 
and the 90th percentile for the gestational age in 30.61% of 
cases.
5. The study results proved the necessity of interpreting 
the perinatal fetal weight by using the ultrasound indices and 
their recording within individualized growth charts. The ul-
trasound examination should be integrated into the clinical 
context and for each case apart, as well as the population-
specific growth curves should be thoroughly considered.
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